normal range 32-45 s), Dilute Russell viper venom time was prolonged (45.5 s, control 35 s; ratio 1.3) and was corrected by addition of washed platelets (ratio 1.05) suggesting lupus anticoagulant activity. A low titre of IgG anticardiolipin antibody was detected (5.6 units) .
Discussion
The VDRL test gives a false positive result in a variety of conditions. Acute false positives occur in some bacterial and viral infections. (Recurrent herpes simplex and papilloma virus are not recognized causes of false positive VDRL.) Chronic false positives may be due to autoimmune disease and may precede symptoms by years 2 • 3 • Lupus-type anticoagulant activity is due to the presence in plasma of antibody with reactivity against the phospholipid component of the prothrombin activator complex. It may result in prolongation of thromboplastin-dependent coagulation times (e.g. KCCT), but the dilute Russell viper venom time is a more sensitive test for the presence of the abnormality. Anticardiolipin activity may be detectable in association with lupus-type anticoagulant. Both have been described in a variety of clinical situations including collagen vascular disease, recurrent thrombosis, recurrent spontaneous abortion, as a drug-related phenomenon as well as in otherwise healthy subjects.
Psoriatic arthropathy (case 1) and psoriatic arthropathy with Reiter's disease (case 2) were diagnosed on clinical, serological and radiological findings. Investigations did not support a diagnosis of connective tissue disorder in either patient.
There is only one other report of anticardiolipin antibodies in psoriatic arthropathy" (three out of 11 patients [28%I Localized bony erosion, secondary to extensive maxillary mucocele is rare', The differential diagnoses include carcinoma and pyomucocele. A large pyomucocele causing inferior orbital plate destruction with proptosis is described. Diplopia was not a presenting complaint as the contralateral eye was blind. The lesion was successfully treated via a Caldwell-Luc incision and intranasal antrostomy. The possible role of trauma, accidental or surgical, in predisposing to maxillary mucocele is discussed.
Case report
A previously fit 64-year-<>ld man presented with a four month history of right sided epiphora and an associated non-tender, unilateral, maxillary swelling. There was no history of any nasal or maxillary surgery and he had never suffered any facial trauma. The vision in his left eye was severely restricted by cataract.
Examination confirmed the presence of the right sided, firm, smooth, maxillary swelling which was non tender. Upward displacement of the right eye, with a non-axial proptosis was also apparent. However, diplopia was not present because of the left sided cataract. The upper alveolar were positive). VDRL and lupus anticoagulant status were not documented in these patients.
The presence of lupus anticoagulant and anticardiolipin antibodies are suggestive of an autoimmune process. There is already some evidence to suggest that immunological factors may playa pathological role in psoriasia". There is also evidence that immunological (and immunogenetic) factors are involved in the pathogenesis of the arthritis of Reiter's disease and of psoriasis. The association between lupus anticoagulant, anticardiolipin antibodies and a psoriatic arthropathy provide further evidence to support this theory. margin was intact and palatal examination was normal. The patient had a deviated nasal septum but no lateral nasal abnormality was noted. There was no cervical lymphadenopathy. Sinus X-ray views showed destruction of the right antral roof (Figure 1 ). The patient was taken to theatre and after pernasal, antral puncture, mucopus was apparent with an associated immediate resolution of the right cheek mass. The right antrum was formally entered, via a Caldwell-Luc incision. The anterior antral wall and bony orbital floor were not present. The antral mucosa was biopsied and an intranasal antrostomy fashioned. The sinus was then packed. Histological examination of the biopsy material showed respiratory epithelium and fibrous connective tissue, with a light inflammatory infiltrate, overlying bone. No evidence of malignancy was found.
References
The patient made an uneventful postoperative recovery and at follow-up shows no signs of recurrence.
Discussion
Paranasal mucoceles, mucus filled epithelial lined lesions within sinus cavities, were first described in 1725 2 • Conventionally mucoceles occur most frequently within the frontal and ethmoidal sinuses, in a ratio of 2 : 1 3 • The discovery of sphenoidal or maxillary mucoceles is rare. The true incidence of maxillary mucoceles is debated, the figure of 3% of Natvig and Larsen" contrasts with the one of 10% found by 80m and Shugar'', admittedly with the use of CT scanning to demonstrate smaller lesions.
The natural history of mucoceles is that of slow, but unremitting, growth. Expanding lesions within the maxillary antrum classically present with a combination of nasal, dental, orbital and or frontal symptoms, dependent upon the direction of spread. In this case the patient was effectively uniocular and the non-axial proptosis caused by orbital spread did not induce diplopia. The delayed presenting complaint was one of facial asymmetry and 0141-0768/891 080506-02/$02.0010 © 1989
The Royal Society of Medicine Exploratory surgery is mandatory in such a setting", as the differential diagnosis includes carcinoma and osteomyelitis, as well as dental cysts and antrochoanal polyps. Som and Shugar" include antral cholesteatoma and chordoma in this list.
The close relationship between previous maxillary surgery or trauma and the subsequent development of maxillary sinus mucoceles was highlighted by Hasegawa et at.s in 1979, although Zizmor et al. 9 and Christensen and Houck'? amongst others had also previously reported this phenomenon.
Mucoceles usually arise 16-19 years after antral surgery and are thought to arise within laterally placed antral compartments formed by postoperative adhesions. These adhesions prevent free drainage of mucus secreted by postoperative mucosal remnants. Natural septal formation within maxillary antra has been shown incidentally on CT scans'. No history of maxillary or nasal surgery or trauma could be elicited in this case and it is possible that de nouo mucocele development occurred here within such a naturally occurring laterally placed antral compartment.
Several authors, Som and Shugar", Proops!' and Mendlesohn et at. 12 have stressed the role of CT scanning in demonstrating the extent of maxillary lesions. Mucoceles tend to be homogeneous and isodense with brain tissue and, unlike neoplasms, do not show enhancement after contrast administration. However, until ready access to CT scanners becomes universally available, in the face of rapidly expanding maxillary lesions, urgent surgery based upon standard radiological investigations remains the method of both diagnosis and treatment.
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